Introduction
Although sexually tranismitted diseases (STDs) are not statutory notifiable diseases, physicians in charge of STD clinics within the United Kingdom are required to make quarterly returns to the chief medical officers of their respective countries. These returns, which are made on a standard form (SBH60), show the numbers of new cases of specified STDs and are the basis of the statistics published annually.
As measures of the incidence of such diseases, however, these statistics have several deficiencies. They do not include cases treated outside STD clinics nor asymptomatic infections for which patients have not sought medical care. They relate only to cases and not to patients, which means that one person can reappear several times in the published statistics for that year and for a number of different reasons. They may have more than one disease diagnosed at the same time or they may contract one or more diseases on several separate occasions during the year. There may sometimes be difficulty in differentiating a reinfection, which should be counted as a new case, from a relapse, which should not.
The probable consequence of these factors is that the number of cases reported is an overestimate of the size of the problem in terms of the number of people affected. This Those in the second category had two or more positive diagnoses which were all made concurrently. Thus, patients in both categories had only one episode of disease, although a few patients in each also attended the clinic for a check-up on a separate occasion and were then found to be free of infection. The earlier finding that women had a higher mean number of cases per patient than heterosexual men is explained by the fact that they were more likely to have two or more concurrent positive diagnoses (11%7o compared with 5%o). Just under two-thirds of both groups had only one disease episode. That homosexual male patients are older than heterosexuals may be accounted for by a difference in age at first exposure to risk. Schofield2 suggested that between the ages of 16 and 19 boys with homosexual tendencies go through "a period of shame and guilt combined with a strong determination to combat these inclinations" and only begin to accept themselves in their early 20s. This guilt may manifest itself by modified and lower-risk sexual practices (in terms of infection), such as mutual masturbation, with anal intercourse being delayed to a later age. Equally, homosexuals may continue to be exposed to risk later in life than heterosexuals, who will presumably make fewer partner changes as they get older and marry. The age difference could, however, also be due to the unwillingness of homosexual patients under 21 to attend clinics or, if they do, to admit to activities which are, after all, illegal. This would mean that physicians should be especially careful to elicit the correct sexual orientation of young male patients, so that specimens are taken from the site or sites at risk.
Little It is, of course, possible that patients attend several clinics in a year, thus causing the size of the high-risk group to be underestimated. In London it would be surprising if this did not occur, although some physicians believe that clinic "loyalty" exists. Patients living in some country districts, however, would find it very difficult to attend different clinics because of the distances between them and their limited opening hours. 5 Why female patients should be at least twice as likely as male patients to have several diseases at the same time is unknown. Both gonorrhoea and nonspecific genital infection are, however, frequently asymptomatic in women.67 It is, therefore, possible that women have no reason to seek treatment until they acquire a second or even third symptomatic infection. The high incidence of concurrent infection with trichomoniasis and gonorrhoea has been reported previously.8'0 In the present sample, many different combinations of diagnoses were found; for example, gonorrhoea, trich-omoniasis, candidosis, and non-specific genital infection were all diagnosed concurrently with warts in female patients. These results are presented in a second paper."
Nearly 70 000 more heterosexual men than women were treated in STD clinics during 1978. Among several possible causes for this discrepancy, Willcox'2 put forward the theory that a small number of promiscuous women infect a much larger number of men. If this were true, one would expect the proportion of women with multiple disease episodes to be greater. Perhaps women will accidentally receive treatment for gonorrhoea more often than men-for instance, when prescribed antibiotics for another infection such as cystitis. Women may fail to seek treatment because their infection is asymptomatic; they may seek treatment from their general practitioner or be referred to a gynaecological clinic. Our own findings from a prevalence study carried out in North-west London suggest that both these factors play some part in explaining the difference. '3 In conclusion, this study has shown that the current statistics for STDs are inadequate in several ways. Some quantification and categorisation of patients treated, such as that provided in this paper, would be useful to everyone concerned with trends in the incidence of STDs. It is recognised that to provide this information would greatly increase the workload of clerical staff in clinics. If such data, however, had been collected for the last 20 years we might now have a better understanding of the reasons underlying the recent rise in incidences. As it is, we are still speculating.
